Introduction
============

Violence against women is one of the main forms of violation of human rights to life and health. It is a worldwide public health problem, not determined by social class, ethnicity, religion, age, marital status, education, or sexual orientation, which requires efforts from various spheres for prevention and intervention. In this context, Intimate Partner Violence (IPV) is characterized by acts of physical aggression, sexual coercion, psychological abuse, and controlling behaviors, perpetrated by current or previous partners^(^ [@B01] ^)^.

The IPV situation is more prevalent among women in reproductive age and can occur during pregnancy, which makes it particularly worrying because of the adverse effects on the health of the mother, of the fetus and, subsequently, of the child. Pregnant women, compared to non-pregnant women, are at higher risk of violence by the partner, since, in general, they are involved in an intimate relationship^(^ [@B02] ^)^. The prevalence of such violence, during pregnancy, differs among populations worldwide and the rates tend to be higher in Latin American countries^(^ [@B03] ^)^, with rates ranging from 3.0 to 34.5% for sexual violence, 2.5 to 38.7% for physical violence, and 13.0 to 44.0% for psychological violence. These data are consistent with the idea that IPV is more common in populations where gender inequality is sustained by social and cultural norms and where punishment of women is accepted as the partner\'s prerogative^(^ [@B04] ^)^.

Thus, the pregnancy-childbirth cycle, often seen as a time of emotional well-being, can, also, represent a moment of stress. Stressful situations trigger emotional changes or mental disorders, which are characterized as the most common health problems associated with pregnancy^(^ [@B05] ^)^. Violence perpetrated by an intimate partner is considered a stressor for many women and contributes to the occurrence of anxiety disorders during pregnancy, such as trait and state anxiety and Posttraumatic Stress Disorder (PTSD)^(^ [@B06] ^-^ [@B07] ^)^, which are associated with adverse effects to the fetus, the child, and the woman.

Anxiety disorders are the most common mental disorders in the general population and occur in all ages, being common in pregnancy and childbirth, a moment that involves changes and psychological and social adaptations in women\'s lives^(^ [@B08] ^)^. Among the anxiety disorders, state anxiety is considered a transient emotional state, while trait anxiety is related to relatively stable individual characteristics in the propensity to anxiety^(^ [@B09] ^)^. In this context, comorbidities are common, and women with anxiety symptoms are three times more likely to have PTSD^(^ [@B10] ^)^, another anxiety disorder in which the person relives a traumatic event repeatedly when exposed to internal or external cues that symbolize or recall such events. Mental disorders during pregnancy are common, highly prevalent and, yet, poorly diagnosed. Multiple risk factors are involved in the genesis of these disorders, and IPV is a common predictor for the occurrence of trait and state anxiety and PTSD, during pregnancy.

Therefore, it is necessary to develop strategies and interventions to prevent both the obvious consequences of abuse and the impact on the mental health of women. However, studies conducted in Latin America aimed at investigating the relationship between posttraumatic stress disorder, trait and state anxiety, and intimate partner violence, all occurring during pregnancy, were not found in the national and international scientific literature.

Thus, this study aimed to identify the relationship between posttraumatic stress disorder, trait and state anxiety, and intimate partner violence, during pregnancy.

Method
======

This is an observational study with cross-sectional design, developed in the clinic of the Ribeirão Preto Woman Health Reference Center - Mater (CRSMRP-MATER), in the city of Ribeirão Preto, São Paulo, Brazil.

Ribeirão Preto is a regional reference in health for 26 municipalities that make up the 13th Regional Health Department (DRS XIII) of the state of São Paulo, covering an estimated population of 1,300,000 inhabitants. In this context, CRSMRP-MATER is a regional reference for gynecological cases of medium complexity and carries out about a third of the births of low and medium risk of the Unified Health System (SUS) in the city. In addition, the clinic serves, daily, about 25 new cases of prenatal care, coming from different regions of Ribeirão Preto and other cities in the DRS XIII area. CRSMRP-MATER is integrated with the \"Birth Project\", created in 1999 by the Municipal Department of Health of Ribeirão Preto in order to overcome the difficulties of access to maternity hospitals. The project defends that prenatal monitoring is conducted in the primary care of Ribeirão Preto and the municipalities that compose the DRS XIII until the 36th week of pregnancy and, thereafter, in public hospitals until the end of the pregnancy-childbirth cycle. Thus, the actions to be developed in the CRSMRP-MATER are: i. prenatal care of pregnant women referred from primary care, from the 36th week of pregnancy, according to regionalization; ii. guaranteed admission of parturient women and referral to other maternity if there are no available beds; and iii. care for obstetric emergencies. The hospital referral enabled the integration between the prenatal, delivery and postpartum care and allowed pregnant women to know where they will give birth and the moment they will be evaluated by the hospital staff.

The reference population of the study consisted of all pregnant women, in the third trimester of pregnancy, in prenatal care monitoring in the CRSMRP-MATER clinic between May 2012 and May 2013. Inclusion criteria were: pregnant women aged between 15 and 49 years and who had or had had a relationship with an intimate partner in the current pregnancy, regardless of cohabitation. The sample was obtained by systematic random sampling procedure, with constant sampling intervals of four units. Based on a finite population of 1,600 pregnant women, in a prevalence of 20.0% and a precision of 4.0% for an estimated 95.0% confidence, the sample needed for the study was of 358 pregnant women. Estimating 15.0% of loss in the sampling grid, the expected number of attempted interviews was 422. Importantly, the losses in the sampling grid were due to refusals to participate, to non-attendance of pregnant women to appointments, and to no eligibility to participate in the study, which contributed to the fact that the collection of data took one year.

Data were collected on the first prenatal consultation of pregnant women in the service, at 36 weeks of gestation, in a private room available exclusively to researchers and with no companions. The interviews took between 15 and 20 minutes and were conducted by four previously trained interviewers. At that time, the eligible pregnant women, according to the sampling interval and the inclusion criteria, were invited to participate in the study after receiving clarifications on its nature and objectives.

To collect the data, four instruments were used. The sociodemographic, behavioral, and obstetric characterization of the participants was obtained through an instrument elaborated by the researchers, based on their previous experiences and collated with national and international scientific literature. The final version was submitted to content and appearance validation by three expert judges in the area. Through this instrument, the following variables were investigated: age, marital status, formal education, occupation, family income, habitual smoking, alcohol consumption, and illicit drug use during the current pregnancy, number of pregnancies, parity, prior abortion(s), prior preterm delivery(s), number of living children, prior fetal death(s), and prior early neonatal death(s).

The prevalence of posttraumatic stress disorder during pregnancy was identified through the Posttraumatic Stress Disorder Checklist - Civilian Version (PCL-C), an instrument validated in Brazil, self-administered, of public domain, and based on the DSM-IV-TR diagnostic criteria for PTSD. This instrument does not enable a definitive diagnosis of PTSD, as it provides an indication of the presence of symptoms suggestive of the disorder. During application, the individual must answer 17 items that measure how much disturbed one has been, in the last month, due to problems and complaints related to stressful life experiences. Each item has a Likert-like severity scale ranging from one to five points. The indication of PTSD is confirmed when the person experienced, witnessed, or was confronted by a traumatic event (diagnostic criterion A for PTSD, according to the DSM-IV-TR) and shows a clinically significant symptom of diagnostic criterion B (persistent reliving - measured by the first five items), three symptoms of diagnostic criterion C (avoidant behavior or emotional numbness - items 6 to 12), and two symptoms of diagnostic criterion D (hyperexcitability - items 13 to 17). The instrument considers as a clinically significant symptom a score greater or equal to three, in one of the 17 items^(^ [@B11] ^)^. Thus, this instrument identifies whether a person has or not the indication of PTSD. The internal consistency of the answers of the study participants to the PCL-C instrument, measured by Cronbach\'s alpha coefficient, was 0.93. For the diagnostic criteria B, C, and D, measured in the instrument, we found Cronbach\'s alpha values of 0.88, 0.85, and 0.82, respectively.

The State-Trait Anxiety Inventory (STAI) was used in this study to estimate the levels of symptoms of trait and trace anxiety of participants, through scores, as it does not allow the diagnosis of anxiety. It is a public-domain tool, validated in Brazil, and consists of two self-report scales (STAI-Trait and STAI-State). Each scale contains 20 items with four alternatives, whose values range from one to four points. The sum of points of each question makes a score of at least 20 and at most 80, in each scale. The higher the score the greater the chance of an individual having anxiety symptoms. STAI-State assesses how the individual feels at the time of interview, while STAI-Trait assesses how the person usually feels^(^ [@B12] ^)^. Internal consistencies of the state anxiety and trait anxiety scales, measured by Cronbach\'s alpha coefficient, were 0.87 and 0.86, respectively.

PCL-C and STAI can be applied by health professionals without experience in the mental health field. In Brazil, given the context of health services, this situation is particularly important, since the detection of probable cases will optimize their referral to specialized professionals for the conduct of clinical diagnosis.

The issues related to intimate partner violence were adapted for use during pregnancy, based on the Brazilian version of the instrument developed for the World Health Organization Multi-country Study on Women\'s Health and Domestic Violence, which addresses the psychological, physical, and sexual IPV^(^ [@B13] ^)^. Participants were asked about their experiences of specific acts of psychological IPV (insults, humiliation, depreciation, scares, intimidation, and threats), physical IPV (slapping, shoving, forceful pulls, shaking, punches, kicks, dragging, beatings, strangling, burns and use of firearms or cold weapons) and sexual IPV (being forced, physically, to have sex, having sex due to fear of the partner, and being forced into a degrading or humiliating sexual practice), during the current pregnancy. For analysis purposes, the variable \"general violence\" was used when the participant suffered any of these three types of violent acts. Internal consistencies of the blocks of psychological, physical, and sexual IPVs, measured by Cronbach\'s alpha coefficient, were 0.69, 0.93, and 0.89, respectively.

Statistical analysis was performed using Statistical Package for Social Sciences (SPSS) software version 21.0 for Mac. In the univariate analysis, qualitative variables were presented as distribution of absolute frequencies (n) and relative frequencies (%); and for quantitative variables, mean and median values were calculated (central tendency measures), standard deviations, and minimum and maximum values (variation ranges). To identify the association between intimate partner violence and indication of posttraumatic stress disorder during the current pregnancy, we built a multiple logistic regression model, calculating adjusted Prevalence Odds Ratios (POR) to verify the associations between the main predictor variable (general IPV) and the outcome variable (indication of PTSD). We included in the model the main predictor variable and the predictor variables, of adjustment with theoretical relevance for the analysis, potential confounding factors: marital status, planned pregnancy, licit or illicit drugs use by the participant, and family income. To identify the relationship between intimate partner violence and scores for symptoms of trait anxiety and state anxiety, during pregnancy, we built two models of multiple linear regression, one for state anxiety and one for trait anxiety. We included in the models the Main Predictor Variable (general IPV) and the predictors of adjustment with theoretical relevance for the analysis of potential confounding factors: marital status, age, education, and family income. For all tests, we considered a Confidence Interval (CI) of 95.0% and an α significance level of 5.0%.

The project was approved by the Research Commission of the CRSMRP-MATER and by the Research Ethics Committee (REC) of the Ribeirão Preto School of Nursing, University of São Paulo, under Protocol No. 1377/2011. Interviews were conducted after the signing of the Informed Consent (IC), a signed copy being left with the researcher and the other with the informant. For underage participants, we used the Consent Agreement, as the respective legal representative could be the aggressor and have interest in not authorizing participation. At the end of the interview, all informants received leaflets listing the protection services for women in situations of violence in Ribeirão Preto and region. Moreover, the assistant physician of the clinic and the CRSMRP-MATER psychology service were informed when 12 pregnant women requested immediate assistance and when the interviewers identified women in IPV situations and/or anxiety symptoms and/or indication of PTSD.

Results
=======

Exposure to IPV during pregnancy increased the chances of the women participating in this study presenting indication of PTSD and greater scores for symptoms of trait and state anxiety.

The prevalence of IPV, during the current pregnancy, was 17.6% (63). Among the pregnant women that suffered IPV, 60 (95.2%) were in situation of psychological violence, 23 (36.5%) of physical violence, and 1 (1.6%) of sexual violence ([Table 1](#t1){ref-type="table"}).

Among the 358 women, 61 (17.0%) had indication of PTSD. Of these, 24 (39.3%) were victims of IPV, during the current pregnancy. The mean STAI-Trait score of pregnant women was 39.1 (Standard Deviation, SD=10.0) points and ranged between 20 and 75. The mean score in the state anxiety scale was 42.5 (SD=9.8) points and ranged between 23 and 75.

The mean age of the 358 pregnant women was 25.0 years (SD=6.3) and ranged between 15 and 43 years. Most considered themselves as non-white (62.3%), had a religion (79.3%), cohabited with an intimate partner (80.4%), and had no paid occupation (57.3%), with average monthly family income of 2.6 monthly minimum wages (SD=1.5). The average formal education of women was 9.5 years of schooling (SD=2.4) and ranged between 1 and 17 years. Most women did not smoke (93.3%), did not consume alcoholic beverages (88.3%), and did not use illicit drugs (99.2%), during the current pregnancy ([Table 1](#t1){ref-type="table"}).

The study sample was characterized by multigravidas (60.1%) and nulliparas (44.2%). The majority (198 - 55.3%) of the pregnant women had living children. The average number of living children was 1.7 (SD=1.0) and ranged between 1 and 6. The current pregnancy had not been planned by 62.6% of the women ([Table 1](#t1){ref-type="table"}).

IPV, occurred during the current pregnancy, was associated with the indication for diagnosis of PTSD, even after adjusting for potential confounding variables, defined in the national and international scientific literature (POR~adjusted~=5.25; CI~95.0%~2.53-10.93; p\<0.001). The odds of pregnant women in IPV situations, in the current pregnancy, presenting indication of PTSD diagnosis were 5.25 times higher than women who were not victims of their partners in the same period, even after adjusting for marital status, for the use of licit or illicit drugs, during the current pregnancy, for age, and for monthly family income ([Table 2](#t2){ref-type="table"}).

After adjusting for the potential confounding variables, previously recognized in the national and international scientific literature, such as marital status, age, education, and family income, women in IPV situations, in the current pregnancy, had higher scores for symptoms of trait anxiety (Beta=0.38; p\<0.001) and state anxiety (Beta=0.25; p\<0.001) than those who had not suffered such violence ([Table 3](#t3){ref-type="table"}).

Table 1- Prevalence of PTSD and scores for symptoms of trait and state anxiety according to sociodemographic, behavioral and obstetric variables of pregnant women undergoing prenatal care in the CRSMRP-MATER clinic. Ribeirão Preto, SP, Brazil, 2013**Variablesn%PTSD\*Trait anxiety** **ScoreState anxiety** **Scoren%**Age group (complete years)15-197821.81519.241.643.620-2918652.03317.739.041.730-398824.61314.837.443.240-4961.600.034.041.5Self-declared skin colorNon-white13537.74432.640.043.4White22362.3177.637.840.9Formal Education (years)1-812133.82621.542.044.99-1119654.73316.838.241.112 or more4011.225.034.841.5Does not know10.300.041.046.0ReligionYes28479.35218.338.842.3No7420.7912.240.243.0Marital statusCohabiting28880.44917.038.742.0Has a partner, not cohabiting4512.636.739.542.7Had a partner during pregnancy, not anymore257.0936.042.847.2Paid occupationYes15342.72415.738.742.4No20557.33718.039.442.5Monthly family income^†^ (in monthly minimum wages)One or less4412.31227.341.043.1Two-three19955.62613.038.642.1Four or more5415.1916.736.041.9Does not know6117.01422.941.743.4Habitual smokingYes246.728.339.443.4No33493.35917.739.142.4Alcohol consumptionYes4211.7921.441.744.9No31688.35216.438.842.1Illicit drug useYes30.800.043.048.0No35599.26117.239.142.4Number of pregnanciesPrimigravida14339.92114.739.041.6Multigravida21560.14018.639.243.0ParityNullipara15844.22213.938.941.7Primipara11030.72220.039.243.2Multipara9025.11718.939.542.9Living childrenYes19855.33919.739.443.2No16044.72213.738.841.6Planned pregnancyYes13437.42720.138.340.6No22462.63415.239.643.6IPV^‡^ during pregnancyYes6317.62438.148.048.4No29582.43712.537.241.2Total35810061\-\--[^1][^2][^3]

Table 2- Association between intimate partner violence, occurred during the current pregnancy, and indication of posttraumatic stress disorder, in a multiple logistic regression model. Ribeirão Preto, Brazil, SP, 2013**VariablesPosttraumatic stress disorderYesNoPOR** **~crude~** **\*** **(CI** **~95.0%~** **)POR** **~adjusted~** **(CI** **~95.0%~** **)p** **^†^n%n%**Intimate partner violenceYes2438.13961.94.29 (2.3-7.9)5.25 (2.5-10.9)\<0.001No3712.525887.5Marital statusCohabiting4917.023983.00.99 (0.5-1.9)1.02 (0.4-2.4)0.97Not cohabiting1217.15882.9Drug useYes1016.94983.10.99 (0.5-2.1)0.55 (0.2-1.5)0.25No5117.124882.9Pregnant woman age\-\-\-\--0.98 (0.9-1.0)0.39Family income^‡^\-\-\-\--0.92 (0.7-1.2)0.49[^4][^5][^6]

Table3 - Relationship between intimate partner violence, occurred during the current pregnancy, and scores for symptoms of trait and state anxiety, in multiple linear regression models. Ribeirão Preto, SP, Brazil, in 2013**VariablesSTAI score for symptoms of trait and state anxiety\*Betap** **^†^STAI-Trait**Intimate partner violence (yes=1; no=0)0.38\<0.001Marital status (cohabiting=1; not cohabiting=0)-0.010.83Age-0.140.01Education-0.180.001Monthly family income^‡^-0.010.86STAI-StateIntimate partner violence (yes=1; no=0)0.25\<0.001Marital status (cohabiting=1; not cohabiting=0)-0.060.26Age-0.010.84Education-0.180.003Monthly family income^‡^0.050.39[^7][^8][^9]

Furthermore, in this model, in addition to IPV, the variables age (p=0.01) and education (p=0.001) were statistically significant predictors of the score for symptoms of trait anxiety. Thus, the higher the age (Beta=-0.14) and education level (Beta=-0.18), the lower the score for symptoms of trait anxiety. Similarly, in relation to the score for symptoms of state anxiety, in addition to general IPV, the variable education level also characterized as a statistically significant predictor (p=0.003). Therefore, the higher the education level of the pregnant women, the lower the score for symptoms of state anxiety (Beta=-0.18) ([Table 3](#t3){ref-type="table"}).

Discussion
==========

The results of this study indicate that intimate partner violence, occurred during pregnancy is a significant and independent predictor of indication of posttraumatic stress disorder in pregnant women. This result is consistent with data from an investigation conducted in the United States^(^ [@B14] ^)^, in which pregnant women with indication of PTSD reported having been victims of physical or psychological IPV during pregnancy. It was also evident that the violence perpetrated by an intimate partner is the leading independent predictor of symptoms of trait and state anxiety during pregnancy, which corroborates the findings of a research conducted in Bangladesh, in which pregnant women in IPV situations, during the current pregnancy, had higher scores for trait anxiety symptoms^(^ [@B06] ^)^. Authors of studies carried out in countries such as South Africa^(^ [@B15] ^)^ and Portugal^(^ [@B16] ^)^ reported that IPV during pregnancy has been identified as an independent risk factor associated with the occurrence of generalized anxiety symptoms in pregnant women.

Considering the findings that schooling is also configured as a predictor of the scores of the participants in the STAI-state and STAI-Trait, and that age was characterized as a risk factor for the genesis of trait anxiety symptoms, it becomes necessary to focus on the social risk factors, such as age and education, for the prevention of anxiety. These two factors, associated with IPV, can make women less able to face the new conditions imposed by the pregnancy, thus increasing their predisposition to the development of anxiety symptoms^(^ [@B17] ^)^.

The observed prevalence of intimate partner violence during pregnancy, 17.6%, is similar to those described for other Latin American countries and other locations in Brazil (from 8.0 to 43.0%)^(^ [@B04] ^,^ [@B18] ^,^ [@B19] ^)^. The figures found in the literature and in this study suggest that IPV, during pregnancy, is more common than some maternal pathologies recognized and tracked during prenatal care, such as preeclampsia and gestational diabetes^(^ [@B03] ^)^.

Given the complexity of IPV, its reflects in the mental health of women during pregnancy, and the fact that such violence is associated with clinically identifiable risk and protection factors, actions tackling IPV should be incorporated by health professionals into the care that is routinely provided to women during the prenatal period, in order to maintain the biopsychosocial health and well-being of mother and child. There is the important need to identify the factors that can increase or decrease the risk of occurrence of this problem with a view to primary prevention. Thus, since it is a problem rooted in most cultures, IPV has a multifactorial origin and is determined by individual, family, community and socio-cultural factors, such as: poor socioeconomic conditions, low educational level, not living with spouse in countries where separation is a right, experience of abuse in childhood, violence in the family or between parents, early age at first intercourse, financial empowerment of women, alcohol abuse, and multiparity, among others^(^ [@B20] ^-^ [@B21] ^)^.

Since the 1980s, the attention given to addressing violence against women in Brazil increased. In 1985, the ending of the Women\'s Decade declared by the United Nations (UN) opened the first Police Specializing in Assisting Women (DEAM) and created the National Council for Women\'s Rights (CNDM). In the following year, the first shelter of the country geared to women in situations of risk and violence was created. In 1998, the Ministry of Health proposed a Technical Standard for the prevention and treatment of injuries resulting from sexual violence, which ensured the care of victims in health services, in order to prevent sexually transmitted infections and unwanted pregnancy^(^ [@B01] ^)^.

From 1985 to 2002, public policies for combating violence against women in Brazil focused on isolated actions of public security and social assistance, with emphasis on DEAMs and in Shelters. Since 2003, these policies have been extended and integrated actions such as: improvement of legislation, creation of treatment protocols, stimulus for the formation of service networks, support to the preparation of educational and cultural projects for prevention of violence, and increase of access to justice and public security. Thus, in 2003, Law 10.778/03 was enacted, establishing the Compulsory Notification of cases of violence against women served in public or private health services. In 2006, the Maria da Penha Law (Law 11.340/06) was enacted, which created mechanisms to restrain domestic and family violence against women, and in line with Article 226 §8 of the Federal Constitution, with the Convention on the Elimination of all Forms of Discrimination against Women (CEDAW) of the United Nations (1981) and the Convention of Belém do Pará. Currently, the National Policy to Fight Violence Against Women agenda is the adoption of comprehensive and intersectoral strategies to prevent and combat violence, to assist and guarantee the rights of women, which is consolidated through agreements between the federal, state and municipal governments, reaffirmed in the National Pact to Combat Violence against Women^(^ [@B01] ^)^.

However, even with the proposal to develop educational and cultural activities to promote women\'s empowerment and deconstruct gender inequality, bringing this understanding to social spaces where it is constructed and legitimized^(^ [@B21] ^)^, the lines of actions defined in the policies, plans and national pacts to tackle violence against women emphasize secondary and tertiary prevention strategies, focusing on treatment and support to victims^(^ [@B01] ^)^.

Furthermore, even considering a reality in which most of the human and financial resources is intended for immediate and/or long-term tackling of the consequences of violence, the problem still goes unnoticed and silent by health services, often because of personal reasons of the victims and/or lack of training of professionals^(^ [@B21] ^)^. Therefore, the construction of a new approach to the health/disease process is necessary, which considers the social, economic, cultural and emotional context of women, as well as the establishment of new bases for the relationship between the various subjects involved in health promotion.

The impasses resulting from this traditional way of \"producing health\" are challenging and a critical point to overcome this situation is the training of human resources in health, as the training profile of these professionals is still guided by the logic of fragmented, vertical, individual and curative care^(^ [@B22] ^)^. Nursing professionals should be trained to conduct an interpersonal approach that involves the ethical and humanistic aspects that underlie the targeted assistance to victims of violence, which focuses on the strengthening and empowerment of women and not only on relief of pain and treatment of symptoms and diseases resulting from the abuse suffered. After identification, they must be committed to proper registration, to teamwork, and to bring the case to the existing intersectoral network, ensuring the protection of legal, human, sexual and reproductive rights as well as the principles of non-judgment and respect for women\'s decisions, with an emphasis on communication and on assistance projects negotiated and built in partnership. Therefore, the transformation of values related to social conformations of gender is urgent, and the new values must be incorporated by health professionals in their assistance, in daily services^(^ [@B23] ^)^.

Pregnancy is a period in which the woman is in frequent contact with health professionals and, therefore, more likely to reveal their situation of violence and their psychiatric symptoms. Professionals, especially the nursing staff, should pay attention, in their overall assessment, to the occurrence of symptoms indicative of mental disorders in this period of women\'s lives, as well as relevant risk factors such as intimate partner violence, which can be effected by the adoption of instruments such as those used in this study. Moreover, they should adopt strategies and mechanisms to refer women with such indication to appropriate evaluation and support^(^ [@B06] ^)^. Detection of cases of IPV during pregnancy contributes to the externalization of feelings by women and, therefore, ensures the escape from their emotional and social isolation^(^ [@B24] ^)^.

This is the first study that reveals that intimate partner violence during pregnancy is the main factor associated with symptoms of trait and state anxiety, as well as indication of posttraumatic stress disorder among Brazilian and Latin American women^(^ [@B25] ^)^. In addition, the observation that IPV, occurred during pregnancy, prevailed over the other risk factors for trait and state anxiety and indication of PTSD, recognized in national and international scientific literature, suggests that interventions aimed at these predictors may not be as effective for the prevention of adverse effects on the mental health of women. Thus, it is expected that the results obtained can fill gaps in this area and advance the frontiers of knowledge towards the sensitization and awareness of policy makers and health care providers as to the seriousness of the problem and how it affects women\'s health.

Study limitations
=================

Some limitations of the study should be mentioned. First, instruments were used to screen the symptoms of the mental disorders investigated and not diagnostic interviews conducted by professionals, which may have overestimated the prevalence of the indication of posttraumatic stress disorder and of symptom scores for trait and state anxiety. Second, the data obtained refer to the population of low-risk pregnant women that are clients of the Unified Health System (SUS) and, therefore, may differ and limit the generalizability to other populations. Third, despite the care taken by interviewers in order to bond with the participants, the prevalence of violence may have been underestimated due to embarrassment or fear of the pregnant women in relation to disclosing this information. However, an internationally recognized instrument was used, which utilizes a judgment-free approach regarding violence. Four, the prevalence of IPV may also have been underestimated, as the interview was conducted at week 36 and the pregnant woman may - still, until the end of pregnancy - have been victim of violence not detected by the study.

Conclusion
==========

Nursing professionals involved in maternity care should target the intimate partner violence and must incorporate, in their practice, strategies for building trust and bond, providing learning opportunities and access to social, institutional, and intersectoral assistance. The creation, implementation, and monitoring of multisectoral action plans to fight violence perpetrated by partners will boost the development, implementation and evaluation of programs aimed at primary prevention of such violence, as well as at raising awareness of the legal and judicial systems as for the needs of women who are victims of violence. This approach will contribute to the promotion of gender equality and of the human rights of women and, consequently, to identify mental disorders during pregnancy.
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